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Interprofessional Scenario-Based Learning for New Graduates in a Regional
Setting: A Pilot Study
Abstract
Introduction: Globally there is an increased emphasis on the provision of high quality healthcare and
improved productivity under mounting financial constraints. Interprofessional collaboration and practice
are considered crucial in promoting teamwork and optimising patient outcomes. However, there is a lack
of structured, evaluated interprofessional learning opportunities for graduates in regional and rural health
services in Australia. This pilot study reports on a novel interprofessional new graduate learning program
that was developed and implemented to address the lack of structured post-qualification interprofessional
learning opportunities in the Central Queensland Hospital and Health Service. Methods: Twenty-one
participants enrolled in the six-month program, which consisted of six ninety-minute sessions. A mixed
method exploratory design was used to collect data using the Interprofessional Socialization and Valuing
Scale before and after the program, and a reflective summary at program completion. Results: Results
indicated that participation in the program had a positive effect on participants’ attitudes, beliefs and
behaviours regarding interprofessional practice as measured on the Interprofessional Socialization and
Valuing Scale. Various themes about the usefulness of the program to participants were elicited from the
reflective summary data. These included enhanced understanding of interprofessional practice, increased
confidence in own professional role, improved understanding of the roles of other professions, increased
collaboration with others, improved patient outcomes and improved networking with colleagues.
Conclusions: It was concluded that the new graduate interprofessional learning program was a feasible
and effective way to facilitate interprofessional learning among health graduates in a regional health
service.
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ABSTRACT
Introduction: Globally, there is an increased emphasis on the provision of high quality healthcare and improved productivity under
mounting financial constraints. Interprofessional collaboration and practice are considered crucial in promoting teamwork and
optimising patient outcomes. However, there is a lack of structured, evaluated interprofessional learning opportunities for graduates
in regional and rural health services in Australia. This pilot study reports on a novel interprofessional new graduate learning program
that was developed and implemented to address the lack of structured post-qualification interprofessional learning opportunities in
the Central Queensland Hospital and Health Service. Methods: Twenty-one participants enrolled in the six-month program, which
consisted of six ninety-minute sessions. A mixed method exploratory design was used to collect data using the Interprofessional
Socialization and Valuing Scale before and after the program, and a reflective summary at program completion. Results: Results
indicated that participation in the program had a positive effect on participants’ attitudes, beliefs, and behaviours regarding
interprofessional practice as measured on the Interprofessional Socialization and Valuing Scale. Various themes about the
usefulness of the program to participants were elicited from the reflective summary data. These included enhanced understanding
of interprofessional practice, increased confidence in own professional role, improved understanding of the roles of other
professions, increased collaboration with others, improved patient outcomes, and improved networking with colleagues.
Conclusions: It was concluded that the new graduate interprofessional learning program was a feasible and effective way to
facilitate interprofessional learning among health graduates in a regional health service.
INTRODUCTION
Despite significant investments in health workforce reform over recent years, the tendency of the various health professions to act
in isolation from each other or in competition with each other have inhibited efforts to address workforce challenges. 1 While a
multidisciplinary care approach is considered a key element to quality health care delivery, inadequate training in communication
and collaboration has demonstrated that representation of various members of the health care team does not necessarily equate
to mutual understanding and respect.2-4 This also impedes the ability of healthcare team members to work collaboratively to provide
effective and efficient health care delivery. Recent studies demonstrate growing support for Interprofessional Collaborative Practice
(IPCP).3,5,6 This term endorsed by the World Health Organisation (WHO) goes beyond professions merely working alongside each
other, emphasising mutual problem solving and collaborative practice in order to achieve better patient care. IPCP is viewed as a
desirable end-goal of interprofessional learning and education.7
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Interprofessional learning (IPL) has been described as an ongoing, active learning process between different cultures and health
care disciplines embracing lifelong learning and adult learning principles.7 Interprofessional education (IPE) occurs when two or
more professionals learn with, from, and about each other to improve collaboration and quality of care. 7 There is a growing body
of evidence demonstrating that IPL and IPE can reduce the tendency of professions to work in silos and to increase capacity for
collaborative practice. This leads to more effective healthcare delivery, reduced healthcare costs, and ultimately improved patient
care.8
A significant growth in IPE initiatives in the pre-registration years is evident in the literature, and IPL is becoming embedded in
health professionals’ curricula.8 However, few opportunities exist in the post-qualification period to explore the full scope of other
professionals’ roles, values, and attitudes.3 A lack of IPE initiatives for qualified professionals is of concern, as any investment in
IPE in the pre-registration years could be undermined if graduate health professionals are exposed to uni-professional and
hierarchical practice in health settings.9 Furthermore, it has been argued that IPCP is essential in health settings to sustain the
required cultural shift in the health workforce towards interprofessional practice. 5
Regional and rural health services in Australia face challenges of staff recruitment and retention.10,11 Those employed in these
areas can be isolated and often have relatively few professional development opportunities compared to their urban counterparts.1113 Central Queensland Hospital and Health Service (CQHHS) is one region that has been facing significant health and workforce
challenges.14 Serving a population of around 228,000 people, CQHHS has a diverse geographical footprint ranging from regional
cities to remote townships.15 One way to address some of the geographical and workforce issues is to make innovative and
contextualised professional development opportunities available locally. To this end, a systematic New Graduate Interprofessional
Learning program (henceforth referred to as the NGIPL program or the program) was developed and implemented in 2013. CQHHS
aspires to provide Interprofessional organizational (IPO) interventions that include changes at the organizational level to enhance
collaboration and the quality of care.16 The effectiveness of such programs in regional and rural areas has only been minimally
researched to date.17 Therefore, this paper aims to evaluate the effectiveness of the NGIPL program.
THE NGIPL PROGRAM
A recent report on Australian health reforms calls for development of a culture of interprofessional practice across the healthcare
sector, highlighting the need for interprofessional programs in the workplace.18 The first two authors conducted a literature review
on IPL and IPE to inform the development of the NGIPL program. Australian literature was primarily used in order to contextualise
the program to the National Health Service and workforce models. In addition, international literature was consulted to gather
further evidence and support for program content and delivery style. Because of the limited number of evaluated graduate
interprofessional education initiatives in the workplace, both pre- and post-registration programs were reviewed.
A number of factors were considered in the development of the program. Three clinical education staff from different professional
backgrounds (Nutrition and Dietetics, Occupational Therapy, and Social Work) within the district collectively reviewed the literature
and developed the NGIPL Program. Principles of adult learning were reviewed to prepare facilitators and assist in program
planning. Facilitators agreed on defined goals and expectations for the program and developed structured session plans to
accompany each session. An element of flexibility was incorporated in the session plans to cater for participant needs. Consultation
with an expert in pre-registration interprofessional education (third author) was undertaken to validate the program content and
structure. The University of Toronto’s Points for Interprofessional Education System (PIPES) tool was used to assess if the program
met criteria to be considered interprofessional learning.19 These strategies enabled the program facilitators to develop content that
was designed to promote cross-disciplinary practice and contextualised to the CQHHS settings.
Various strategies were employed to ensure that the program was interactive, interesting, and practical. Participants participated
in real world, case scenario-based learning activities. They were encouraged to bring their experiences to the discussions.
Reflective practice was facilitated during group discussions. Group rules and expectations were identified by participants during
the first session and revisited on commencement of each subsequent session to promote a safe learning environment. A scenariobased approach formed the backbone of the structure of the program, as this approach has been shown to be an effective learning
and teaching method that is also enjoyable for participants.20 Further information about the program has been attached as Appendix
A.
The stated learning objectives of the NGIPL program were to:
 Gain better understanding of other health professions
 Improve confidence in own profession
 Improve interprofessional collaboration
 Reduce “tribalism” of professions

© The Internet Journal of Allied Health Sciences and Practice, 2016

Interprofessional Scenario-Based Learning for New Graduates in a Regional Setting: A Pilot Study






3

Share knowledge and experiences
Access professional development
Acquire post-qualification IPL opportunities
Network with other health professionals

METHODS
This study used a mixed method exploratory pre-post design.21 Mixed methods research involves use of both quantitative and
qualitative research methods. An exploratory pre-post design involves collecting data before and after the intervention (i.e the
program). The Interprofessional Socialisation and Valuing Scale (ISVS) was administered prior to the commencement of the
program and at program completion. In addition, each participant completed a reflective summary of their learning experience at
the completion of the program.
Ethics
Ethical approval was obtained from the Central Queensland Hospital and Health Service Human Research Ethics Committee (Ref
– HREC 13/QCQ/4). Site specific approvals were further obtained from the above-stated institutional review committee.
Participants
The NGIPL program was open to all allied health new graduates in their first two years of practice in CQHHS. Support for rolling
out the program was obtained from the Director of Clinical Support Services in CQHHS. The program was advertised with the
support of clinical educators, professional directors, and team leaders. Individual invitations were sent to all the allied health new
graduates across the region.
Procedure
Data were collected through a basic demographic data form at baseline, through the ISVS at baseline and post-baseline, as well
as a reflective summary at program completion. Baseline data were collected before session one. Post-baseline data were
collected after the last session. Two authors who were not involved in the program design and delivery assisted with the analysis
and interpretation of the evaluation data in order to avoid bias.
Outcome Measures
Demographic data collected included, age, gender, profession, geographical location, practice setting, years of experience in
current profession, and prior interprofessional education.
The ISVS provided quantitative data. The ISVS measured changes to attitudes, beliefs, and behaviours of participants regarding
interprofessional collaboration. The ISVS was chosen because it explores key areas aligning closely with the aims of the program.
The ISVS questionnaire consists of 34 items, 24 of which have been demonstrated to possess a strong factor structure
corresponding to three major subscales: self-perceived ability to work with others (self-perception of ability and skills), value in
working with others (enhanced appreciation and understanding of interprofessional practice), and comfort in working with others
(comfort in interprofessional team interaction).22
The semi-structured reflective summary administered at program completion provided qualitative data on participants’ learnings
and experiences from the program. The summary consisted of five open-ended questions to prompt participants to reflect on the
program. These questions were developed by the first two authors based on the literature review findings and the authors’
reflections on the program content. Provision was made for additional comments and de-identified data were collected using a
unique code only identifiable by the participant. The reflective summary questions have been attached as Appendix B.
RESULTS
Twenty-one participants enrolled in the program, representing nine health professions including clinical measurements, medical
imagining, nutrition and dietetics, occupational therapy, pharmacy, physiotherapy, podiatry, psychology, and speech pathology.
The majority of participants were from the central hub and participated in the program face-to-face. Four participants participated
via videoconference from outer centres. Participants were from various practice settings including acute hospital, rehabilitation,
mental health, sub-acute, and chronic care. Seventy-six per cent of participants attended three or more sessions. The group was
mainly female (81%) and 67% of participants were in their first year of practice. Prior IPE had been undertaken by 91% of
participants. Of this, 78% reported that IPE occurred during the pre-registration years. Only 9% of participants had been involved
in IPE in the post-registration years.
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Quantitative Results
Eleven participants completed the ISVS questionnaire at baseline and post-baseline. Despite the limited sample size, the repeated
measures (pre- and post- training evaluation) design provided scope for a quantitative evaluation of the effectiveness of the
program. Figure 1 shows group means and standard errors for the three ISVS subscales before and after the intervention.
Repeated measures tests of mean differences were accomplished using linear mixed effects modelling, with model comparison
using chi-square statistics. There was an overall increase in the mean ISVS subscale response score of 1.01, 95% CI = [0.74;
1.26], in the three self-report measures from pre- to post-training, x2(1) = 42.4, p<.001. Mean responses per subscale also differed
significantly; x2(2) = 20.76, p<.001, with respondents rating “appreciation of interprofessional practice” lower than the other two
subscales both before and after the intervention. Comparison of a main effects model with an interaction (pre/post by ISVS
subscale) model was non-significant, x2(2) = 0.36, p=.863, suggesting that the positive effects of training were similar across each
ISVS subscale.
Figure 1: Group means and standard errors for the three ISVS subscales before and after the intervention

Qualitative Results
Qualitative data were analysed using inductive content analysis as described by Elo and Kyngas. 23 There are three phases in
inductive content analysis – preparation, organizing, and reporting. In the preparation phase, the researcher becomes familiar with
the data by reading it several times. The researcher strives to make sense of the data and to learn what is going on. The
organization phase includes open coding (notes and headings are written in the text while reading it), creating categories (by
grouping the data) and abstraction (formulating a general description of the research topic from the categories generated). These
categories and themes are then reported.23 This approach allowed themes to emerge that were grounded in the data rather than
imposing pre-defined themes. A simple count was used to elicit the most commonly occurring themes which best represented the
participants’ views and experiences. The first two authors undertook this process individually and then met to compare their themes
to promote intercoder reliability. Furthermore, the third author completed this process independently on a proportion of the data to
validate the results.
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Seventeen participants completed the reflective summaries at program completion. Content analysis of the data from the reflective
summaries illuminated participant perceptions of the usefulness of the program. A list of themes and sample comments are
discussed below:
Enhanced understanding of interprofessional practice
The majority of participants reported that the NGIPL enhanced their understanding of interprofessional practice, improved their
openness to other professions’ views, and enhanced their ability to think globally. Participants reported that the NGIPL program
provided an opportunity to see things from other professionals’ viewpoints. They stated that the program opened their eyes to the
process and benefits of interprofessional practice to themselves and to service delivery.
One participant supported this with the following statement:
“The program has introduced me to the term and concept of interprofessional practice. I recognise the benefit
in working alongside other health disciplines for the goal of most efficient use of resources, timely processes
and improved patient outcomes…”
Increased confidence in own professional role
Another theme that emerged was that participation in the NGIPL program promoted deeper understanding of one’s professional
scope and increased confidence in one’s own profession. Participants reported that participation in the NGIPL program improved
their confidence in explaining the role of their own profession to others and in understanding how their role fits in with others.
Furthermore, participants reported that the NGIPL program provided a forum where they explained their role to others in the
settings they were employed in, which in turn made them more confident about explaining what they do in their roles.
One participant said:
“The NGIPL program provided more confidence in what my profession contributes.”
Improved understanding of the roles of other health professions
Participants reported that participation in the NGIPL program resulted in greater understanding of the roles of other health
professions. This was especially true for the professions that participants didn’t work with on a regular basis. Participants expressed
that in clinical settings, there are limited formal opportunities to get to know about other professionals’ roles. They stated that this
gap was addressed by the NGIPL program which provided a dedicated forum and protected time to formally learn about other
professionals’ roles.
One participant said:
“It (NGIPL program) has enhanced my understanding of the scope and roles of health professionals in different hospital
settings (acute vs. rehab) and with professionals I don’t work with on a daily basis (e.g., podiatrist).”
Another participant stated:
“I now appreciate the role of some of the less prominent allied health professions on the wards (e.g., medical imaging,
podiatry, clinical measurements) and how their input can shape the patient’s journey.”
Increased collaboration with others
A theme emerged around the NGIPL program leading to increased confidence in communicating, collaborating, and referring to
other health professionals, within and across heath settings.
One participant commented:
“…(NGIPL program) has made me more open to the viewpoints of other disciplines and looking forward for ways to
collaborate together and help each other’s goals…more aware of any stereotypes that I may have towards other
disciplines.“
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Improved patient outcomes
Most participants reported perceptions of participation in the NGIPL program resulting in improved patient outcomes through
improved holistic care. They agreed that improved collaboration and teamwork resulted in better outcomes for patients.
One participated said:
“The program has influenced my practice in relation to client care by highlighting the importance of good interprofessional
practice, which is vital in providing the best quality care for clients/patients. By having good interprofessional practice
clients are receiving care that is holistic and client-centred.”
Improved networking
Morning tea was organised after the first and the last sessions with an aim to promote networking between the participants.
Participants reported that NGIPL provided an opportunity to network with other new graduates and strengthen professional
relationships.
One participant said:
“I have enjoyed being part of the program, for the learning aspect, but also for the opportunity to network. It is nice now
to be able to see familiar faces around the hospital of graduates I otherwise would not have met.”
Another participant stated:
“It can be daunting working in a new place as a new graduate. It was nice to see some friendly faces in unfamiliar parts
of the hospital.”
Other themes that also emerged from the reflective summaries included the value and benefits on the scenario-based learning
format, the flexible nature of the program, and the enjoyment and thought-provoking nature of the warm-up, wind-down, and
reflective activities.
DISCUSSION
Results suggest that participation in the NGIPL program led to increased confidence in one’s own profession, improved
understanding of the roles of other professions, and increased collaboration with team members from other professions. Similar
to the findings from Pearson and Pandya’s study (which explored views of participants regarding a series of IPL sessions carried
out in a primary care setting in the UK), our findings support the premise that IPL can promote a change in attitudes or stereotypes
among professionals.5 The NGIPL program evaluation appeared to confirm the feasibility and value of a structured IPL program in
a non-metropolitan healthcare setting.
The NGIPL program success can be attributed to a number of factors. These include interactive format of sessions, small group
discussions and activities, use of adult learning principles, use of a scenario-based format, and having a patient-centred focus.
These factors have been found to result in positive experiences reported by the participants in previous program evaluations. 5 In
addition, enthusiasm of the facilitators and participants are likely to have also contributed to the success of this program.
Exposure to other professions through IPE is required to support interprofessional collaboration. It is an essential element to the
concept of learning with, not just about, other professions. The goal of the program is not to “inform” about other professions, but
rather to develop process-oriented skills for learning with other professions. Smith and Pilling have suggested that a good range
of representation of health professions is essential to maximise IPL during the sessions.3 The NGIPL program included
representatives from many but not all health professions. To address this, the facilitators invited a guest speaker from one of the
missing professions to facilitate discussions and answer questions pertaining to that profession. Measures such as this contributed
to the positive outcomes of the program.
Establishing a safe learning environment was considered to be crucial while delivering the NGIPL program because participants
had varying levels of experience and qualifications, raising the potential issue of power imbalance. The facilitators used a range of
strategies to ensure that the participants felt safe during discussions and activities. Ground rules and group expectations were
agreed upon at program commencement and were reviewed at the beginning of each session. Pre-existing stereotypes about
professional groups can limit as well as act as a barrier to collaboration. This in turn is likely to lead to a lack of respect for other
professions. Establishing a safe learning environment contributed to increased collaboration and mutual respect. Interactive
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activities during sessions one and two aimed at breaking professional stereotypes and acknowledging the important contribution
made by each profession.
Interprofessional learning can promote thinking outside the normal parameters explored in uni-professional education and practice,
which can improve one’s ability to think critically.24 Scenario-based learning further encourages this critical thinking, translating the
theory discussed into practice. Billet highlights the importance of shared understandings (intersubjectivity) amongst health care
workers and the contribution of joint problem solving and goal directed exercises as mechanisms to enhance these shared
understandings in health care teams.25 Many participants commented positively on the scenario-based learning format used in the
NGIPL sessions that required shared problem solving and increased shared understandings across professions. Small group
learning with a patient-centred focus has also been shown to be an effective way of promoting IPL.5 The NGIPL program similarly
used a scenario-based format, which was found to be an effective way of promoting IPL.
Protected time for facilitators and participants is crucial to the success of such IPL programs in the health setting. 6 The NGIPL
program has highlighted the necessity for protected time for facilitators to engage in program development, planning, delivery, and
evaluation and for participants to participate in the program and the evaluation. Based on our experience with the NGIPL program,
we would argue that increased organisational support for this form of professional development is a worthwhile investment.
LIMITATIONS
Seventy-six percent of participants attended three or more sessions. Major contributors to non-attendance of participants were
recreational leave and workload commitments. Other studies have noted that participants no longer felt “new” five to six months
post-employment, and at that point tend to perceive decreased benefits in programs targeted at graduates. 3 This may have
contributed to decreased attendance, particularly for those in their second year of practice. Smith and Pilling, found that sessions
of two-hour duration for four-to-six months post-employment were appropriate for graduate support programs.3 Based on the
NGIPL program attendance and dropout rate, it is recommended that such programs be run within a shorter timeframe, especially
in regional and rural areas where staff turnover issues are prominent.
Ideally, IPL is maximised when healthcare professions are represented from all the health professions. The NGIPL program did
not include nursing or medical graduates. Although including all professions is acknowledged as beneficial to the concept of
collaboration and promotion, the inclusion of nursing and medical graduates was beyond the scope of the program developers’
roles. There exists a need, however, for implementing and evaluating IPL initiatives in the wider healthcare team, especially in
non-metropolitan settings.
The retention of facilitators and participants over the duration of the program was found to be challenging. Staff recreational
leave and transfers to other roles were found to be common reasons for the turnover. Limiting the NGIPL program to three or
four months rather than six months may be helpful in addressing the facilitator turnover and participant dropout issues in regions
that consistently face such workforce challenges. Lastly, the impact of the NGIPL program on graduate retention rates in CQHHS
was not investigated. Further studies evaluating the impact of IPL programs on graduate retention rates in regional and rural
health services are warranted.
CONCLUSIONS
This study has added to the evidence base that IPL programs in the new graduate context can enhance the attitudes, beliefs,
and behaviours of new graduates across a range of health professions regarding interprofessional practice. Behavioural changes
reported by participants include transfer of IPL to their practice setting that can be mapped to a level three change on the
Kirkpatrick’s framework.26 This study has also demonstrated that IPL programs are a feasible way of promoting IPE within
regional and rural health services. An interactive, scenario-based format has been shown in this study to be an effective method
for facilitating the translation of interprofessional knowledge and skills into practice. Sustaining interprofessional organisational
(IPO) interventions support from all levels of leadership throughout the organisation is necessary to facilitate change and ensure
that programs such as the NGIPL can continue.16
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Appendix A: The NGIPL Program Outline
The NGIPL program consisted of six 90-minute sessions delivered monthly between April and September 2013. Sessions were
based at the central hub in CQHHS, with videoconferencing made available to link participants from other sites in the health service.
Major themes explored throughout the program included interprofessional orientation, eliminating professional stereotypes,
teamwork/role definition, and improvements in communication. Although each session promoted a single major theme, sessions
were integrated, and content was revisited throughout the program using different modes.
The first two sessions focussed on getting to know each other’s professions, understanding the context of interprofessional learning
and teamwork. Scenario-based activities were utilised in session three, four and five. Clinical educators from a variety of
professions developed the case scenarios, in order to make the content relevant to all professions. The primary focus of the case
scenarios was to facilitate teamwork and problem solving, and the identification of potential areas for interprofessional
collaboration. A case study was outlined and semi-structured questions and activities were facilitated using a client-centred
approach. The group was also asked to identify all opportunities for interprofessional collaboration, in order to highlight the potential
for team engagement. An evolving case-study format of a client with Stroke was used to simulate a patient’s journey over the three
sessions, through acute, sub-acute, and community settings. This approach aimed to offer opportunities for participants to learn
more about their own and others’ professional roles in various settings. Session six revisited the major themes of the program and
aimed to highlight the interprofessional growth made by participants. Morning tea was organised after sessions one and six to
promote networking.
Two to three allied health clinical educators, including the first two authors, facilitated each session. Facilitators were from different
professional backgrounds (Nutrition and Dietetics, Occupational Therapy, Pharmacy and Social Work) to reinforce the importance
of interprofessional collaboration. Most facilitators were also part-time clinicians thus ensuring that content was relevant and
relatable. Care was taken to ensure that facilitators were not line managers of any participants, in order to support perceptions of
a safe-learning environment. Facilitators gained informal feedback from participants between sessions. They also regularly
debriefed and reflected on the sessions together in order to better inform the delivery of subsequent sessions.
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Appendix B: NGIPL Reflective Summary Questions
1. What impact, if any, has the NGIPL program had on your understanding of interprofessional practice?
2. What impact, if any, has the NGIPL program had on your beliefs, behaviours, and attitudes towards other disciplines
within the healthcare setting?
3. Outline ways in which the NGIPL program has influenced your practice in relation to patients/client care.
4. Outline ways in which the NGIPL program has influenced your practice working within the multi-/interprofessional team.
5. Provide details about the knowledge, skills and opportunities you have gained from the NGIPL program and how you
were able to utilise these in your current role.
6. Additional comments.
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